A 55-year-old man presented in our department with palpitations and occasional chest distress for 1 month. Biochemical examinations were all within normal limits and test for HIV was negative. On the day of hospitalization, an electrocardiogram showed a Q wave in the II, III, and aVF leads. Transthoracic echocardiography (TTE) demonstrated pericardial effusion with a multi-segmental infiltrated ill-defined hypoechoic mass that extensively affected the mitral and papillary muscle level of the left ventricular (LV) anterior wall ( Figure 1A , Movie S1), the middle to upper part of the right ventricular (RV) free wall, the RV outflow tract, and the initial segment of the main pulmonary artery ( Figure 1B ). The thickness of the infiltrated wall ranged from 2.8 to 3.4 cm. The mitral and tricuspid valves were not affected, but the main pulmonary artery was narrowed where the peak systolic velocity measured 1.7 m/s. The myocardial contrast echocardiography (MCE) study revealed rich perfusion in the thickened RV wall myocardium similar to other myocardial segments ( Figure 1C , Movie S2). Initially, a cardiac tumor was suspected.
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Cardiac magnetic resonance imaging (CMRI) confirmed the extent of the mass infiltration ( Figure 1D and E, Movies S3 and S4) of the TTE and showed the impairing motion of the lateral and inferior RV walls.
Post-contrast-enhanced CMRI revealed non-homogenous gadolinium enhancement of the tumor, areas of non-enhancement implied pericardial effusion ( Figure 1F usually die within a few months after being diagnosed. 2 Prompt diagnosis and early R-CHOP chemotherapy treatment appear to be the only chance for cure. 3 However, the clinical manifestations may be heterogeneous. 4 Multimodal approaches greatly aid in the di- 
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